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Assessment of left atrial and left
ventricular function in chronic
rheumatic mitral regurgitation by
strain imaging
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Introduction: There is a paucity of data on left atrial (LA) and left
ventricular (LV) deformation characteristics in patients with
chronic, isolated, rheumatic mitral regurgitation (MR).
Methods: This observational study was conducted at Nizams
Institute of Medical Sciences, Hyderabad between January and
June 2014. Sixteen patients with chronic isolated moderate or
severe rheumatic MR (all in sinus rhythm) were compared to 19
healthy age and gender matched controls. All patients underwent
imaging using a Philips iE33 2D system with an S5-1 transducer.
The assessment of MR severity was based on standard guidelines.
Speckle tracking analyseswere performed using the Philips QLAB 9
quantiﬁcation software. Patients with poor images and conﬂicting
comorbidities were excluded.
Results: The mean age of patients with chronic MR was 31  11
years with 12 females (75%). Left ventricular ejection fraction was
>60% in 12 patients and subnormal (50–60%) in 4 patients. There
was no difference in peak LA global longitudinal strain (PALS)
between the chronic MR and the control group (26  10% vs. 31
 6%, p = 0.12). Therewas a difference in peak LVglobal longitudinal
strain (PVLS) betweenchronic rheumaticMRandcontrol group (19
 3 vs. 17 2%, p = 0.03). In the chronic MR group 5 (31%) of the
patients had decreased PALS and normal PVLS, 6 (37%) had
decreased PALS and PVLS, 5 (31%) had normal PALS and PVLS. None
of the patients had a normal PALS with impaired PVLS. There was a
negative correlation between the mean PALS and PVLS (r = 0.7).
Conclusion: There is a strong correlation between impairment of
LA and LV longitudinal mechanics in chronic rheumatic MR. How-
ever, impairment of LA longitudinal function can precede impair-
ment in LV longitudinal mechanics. These data suggest that
reduction in PALS may be a more sensitive marker of severe MR
than reduction in PVLS. The clinical signiﬁcance of this ﬁnding
needs to be validated in a larger cohort.
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Background: Troponin I detects level of myocardial injury well
below threshold required to result in regional wallmotion abnorm-
ality (RWMA). Levels of Trop I at which RWMA appear are not well
known. Detection of myocardial ischemia by visual assessment of
RWMA is fraught with variability and low reproducibility. This
study uses tissue Doppler imaging (TDI) to identify and quantify
RWMA in Non ST elevation Myocardial Infarction (NSTEMI).
Aim: To use TDI as a useful diagnostic tool to identify and quantify
RWMA in patients with NSTEMI.
Objectives: To correlate Trop I levels in patients with NSTEMI, with
quantiﬁed RWMA by tissue Doppler.
To predict level of Trop I at which RWMA appears by pulsed
systolic tissue Doppler imaging.
Methodology: The study was a non randomized observational
prospective study done on patients with no prior documented
history of CAD, admitted to Amrita Institute of Medical Sciences,
Kochi with the diagnosis of ACS – NSTEMI with elevated Trop I.
These patients were subjected to pulsed systolic TDI and quanti-
ﬁed for RWMA within 24 h of onset of chest pain. This value was
correlated with levels of Troponin I.
Results: Totally 25 patients, majority of them being males (m = 22),
whowere admitted to AIMS, Kochiwith ACS-NSTEMIwere studied.
17 of them were found to have quantiﬁable or non-quantiﬁable
RWMA by pulsed systolic TDI. Patients with RWMA had a mean
Trop I level of 7.51, while those without RWMA had a mean Trop I
of 0.14 ( p value < 0.001), proving the correlation between Trop I
levels and presence of RWMA to be statistically signiﬁcant.
Pearson's correlation coefﬁcientwas computed between Trop I and
quantitative RWMA, and was found to be non correlating for most
of the segments. The sensitivity, speciﬁcity, and accuracy of pulsed
TDI were validated. Out of 17 patients with RWMA by TDI, only 8
had RWMA even by visual assessment.
Conclusion: Pulsed systolic TDI is a reliable, reproducible, and accu-
rate diagnostic tool to identify and quantify RWMA, which may
otherwise be missed by visual assessment in patients with NSTEMI.
Profile of patients undergoing TEE for
PUO at tertiary care hospital
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Transesophageal echocardiography is a very important investiga-
tion for the evaluation of patients with PUO.We studied the proﬁle
of these patients.
Materials & methods: 100 consecutive patients who were referred
for TEE were analysed.
Total number of patients: 100, M:F 1.5:1, number of patients with
vegetation: 83.3%, vegetation on a structurally normal heart: 75%,
structurally abnormal heart: 25%, prosthetic valve endocarditis:
4.2%, pacemaker lead vegetation: 4.2%.
Culture positive endocarditis:62.5%, culture positive with vegeta-
tion: 86.7%.
Culture positive with no vegetation: 13.3%, culture negative with
vegetation: 35.0%.
All patients underwent 4–6 weeks of antibiotic therapy. 8.3%
underwent valve replacement surgery in view of worsening regur-
gitation and heart failure.
Conclusion: We had nearly 35% of cases with culture negative
endocarditis who responded to antibiotics andmany of these were
in a structurally normal heart. This stresses the importance of TEE
in evaluation of fever.
Left ventricular mass – A facade for left
ventricular calcification
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Calciﬁcation overlying the left side of the heart on a chest radio-
graph may involve either the pericardium or, alternatively, the
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myocardium in association with a left ventricular aneurysm. Peri-
cardial calciﬁcation was found primarily over the right-sided car-
diac chambers and in the atrioventricular grooves, infrequently
over the base of the left ventricle, and rarely over the apex of the left
ventricle. When the left ventricle was involved, there was always
more extensive calciﬁcation elsewhere in the pericardium. Myocar-
dial calciﬁcation occurred predominantly in the apex of the left
ventricle, although it was rarely conﬁned to the posterior wall of
the left ventricle. Isolated calciﬁcation in the region of the left ven-
tricular apex, therefore, strongly suggests left ventricular aneurysm.
We present a 45 year old patient with old anterior wall myocardial
infarction who had signiﬁcant left ventricle wall calciﬁcation with
no aneurysm. No calcium or parathyroid abnormalities could be
detected in the patient after lab investigations.
Metastatic calciﬁcation of various organs including myocardium
has been reported with HTLV-1 infection, but in our case, HTLV-1
was negative. Myocardial calciﬁcation has been reported after
orthotopic heart transplantations or unselected bone marrow
transplantation to acutemyocardial infarction in an animalmodel.
Thus isolated idiopathic left ventricular calciﬁcation without any
detectable abnormality was found to be worth reporting.
A case of Marfans syndrome with
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Introduction: Marfans syndrome is a hereditary disease which is
autosomal dominant inheritance because of mutation in the ﬁbril-
lin-1 gene, which effects connective tissue of the body, mainly
involves cardiovascular system, ocular and skeletal system. It is
usually diagnosed with 2010 Revised Ghent Nosology with a score
of more 7. The cardiovascular manifestation includes aortic root
and arch aneurysm with high risk of dissection (root diameter of
>4.5 cm), mitral valve prolapse, aortic regurgitation secondary to
root dilatation, skeletal abnormalities scoliosis, pectus excavatum,
positive thumb & wrist sign, ectopia lens.
Case report: A female 40 years old patient presentedwith chest pain
retrosternal since 1 month, tearing type radiating neck and back of
chest associated with breathlessness of class 3 on examination
conscious and coherent pulse rate = 78/min felt in all limbs, blood
pressure150/60mmofHg,CVSS1S2+,ESM3/6andEDMheardon3rd
left intercostal area, MDM at the apex. ECG was showing LV volume
overload, on 2D echo evaluation was showing aorta root showing
4.78 cmwith severeARgoodLV function. Patientwas evaluatedwith
trans-esophageal echo, chest X ray and CECT was diagnosed as
ascending and arch aneurysm with dissection of aorta type-A.
Patient was referred to CT surgery dept for Benthal procedure.
Discussion: The incidence of aortic dissection is estimated to be 2–
3.5/10,000 persons per year and peak incidence at sixth and
seventh decade with overall mortality 1%/h, patients withMarfans
syndrome at higher risk can occur at younger age. It is classiﬁed
into Debakey type 1,2,3 and Stanfords type A and B depending
upon location of dissection. High clinical suspicion required for
diagnosing dissection has variable clinical manifestation most
common is chest pain (80%), severe aortic insufﬁciency (45%),
hypotension (14%), shock (13%), syncope (12%), MI (7–19%), CVA
(8%) and paraplegia (2%), pulse deﬁcit is seen (26%). The manage-
ment of the dissection is beta blocker drug of choice, followed by
ACE inhibitors. Medical management is considered in uncompli-
cated and chronic type B dissection, surgery is the treatment of
choice acute type A, complicated type B, associated with Marfans
syndrome, end organ dysfunction. Endovascular therapy can be
done in alternative in complicated type B dissections.
Conclusion: Reporting a case Marfans syndrome with type A dis-
section diagnosed TEE.
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Background of the study: To assess the ventricular dyssynchrony
in VVI pacemaker patients and to ﬁnd any difference in occurrence
of ventricular dyssynchrony between sick sinus syndrome and
complete heart block patients.
Materials: Totally 16 patients who underwent VVI pacemaker were
studied. The indications for permanent pacemaker implantation
were complete heart block and sick sinus syndrome. Among 18
patients, 14 patients had diagnosis of complete heart block and 4
patients had sick sinus syndrome. The follow up assessment of
ventricular dyssynchronywas donewith aminimumperiod of one
month and maximum period of 12 years after the VVI pacemaker
implantation. Patients who had myocardial infarction, valvular
heart disease, cardiomyopathies and regional wall motion
abnormalities at the baseline were excluded from the study.
Methods: All the 18 patients underwent 2D echo, Doppler, M-mode
in the HD 7 Phillips echo machine for assessing the ventricular
dyssynchrony, intraventricular dyssynchrony, interventricular
dyssynchrony and atrioventricular dyssynchrony were assessed.
Intraventricular dyssynchrony was deﬁned if the septal to poster-
ior wall delay is more than 130 ms. Interventricular dyssynchrony
was diagnosed if the difference in pre-ejection time interval
between two ventricles was more than 40 ms. Atrioventricular
dyssynchrony was diagnosed if the ratio of left ventricular ﬁlling
time to RR interval is less than 40%.
Results: After the study, 6 patients with complete heart block had
signiﬁcant intraventriculardyssynchronywithseptal toposteriorwall
delay of more than 130ms. By comparing the results between com-
plete heart block and sinus node dysfunction patients, none of the
sinus node dysfunction patients developed intraventricular dyssyn-
chrony. The intraventricular dyssynchrony is much prolonged, with
the value of more than 155ms in patients who underwent the VVI
pacemaker 12 years back. None of the patients who underwent the
study had interventricular and atrioventricular dyssynchrony.
Conclusion: Following VVI pacemaker intraventricular dyssyn-
chrony is common. But this study reveals intraventricular dyssyn-
chrony is more common in complete heart block than sinus node
dysfunction patients. The reason for intraventricular synchrony in
sinus node dysfunction is not clear, even though both groups were
paced from right ventricle.
Echocardiographic assessment of LV
clot and its DDs
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Background: Cerebrovascular accident (CVA) is one of the leading
cause of mortality and morbidity across the globe irrespective of
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